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Abstract
Background: Research evidence shows that healthcare professionals do not fully comprehend the difficulty
involved in problems faced by people living with severe mental illness (SMI). As a result, mental health service
consumers do not show confidence in the healthcare system and healthcare professionals, a problem related to the
phenomenon of adherence to therapy. Moreover, the issue of unmet needs in treating individuals living with SMI is
relared to their quality of life in a negative way.
Methods: A qualitative methodological approach based on the methodology of van Manen phenomenology was
employed through a purposive sampling of ten people living with SMI. The aim was to explore their perceptions
and interpretations regarding: a) their illness, b) their self-image throughout the illness, c) the social implications
following their illness, and d) the quality of the therapeutic relationship with mental health nurses. Participants were
recruited from a community mental health service in a Greek-Cypriot urban city. Data were collected through
personal, semi-structured interviews.
Results: Several main themes were identified through the narratives of all ten participants. Main themes included:
a) The meaning of mental illness, b) The different phases of the illness in time, c) The perception of the self during
the illness, d) Perceptions about the effectiveness of pharmacotherapy, e) Social and personal consequences for
participants following the diagnosis of mental illness, f) Participants’ perceptions regarding mental health
professionals and services and g) The therapeutic effect of the research interview on the participants.
Conclusions: The present study provides data for the enhancement of the empathic understanding of healthcare
professionals regarding the concerns and particular needs of individuals living with SMI, as well as the formation of
targeted psychosocial interventions based on these needs. Overall, the present data illuminate the necessity for the
reconstruction of the provided mental healthcare in Cyprus into a more recovery- oriented approach in order to
address personal identity and self-determination issues and the way these are related to management of
pharmacotherapy. Qualitative studies aiming to further explore issues of self-identity during ill health and its
association with adherence to therapy, resilience and self-determination, are also proposed.
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Background
The ultimate principle of care in the realm of mental
health is the development of therapeutic relationship be-
tween health professionals and people living with mental
health problems, including those living with severe men-
tal illness (SMI) [1, 2]. This in turn requires a holistic
understanding of perceptions and needs of people living
with SMI [3]. SMI refers to a clinical syndrome charac-
terized by significant disturbances in cognition, emotion
or behavior, usually associated with notable and chronic
distress or disability in work, relationships or other areas
of functioning ([4], p.20). However, research shows that
comprehension of the problems faced by people living
with SMI is difficult for health professionals to achieve,
as they hold strong stereotypes regarding mental illness,
in line with the wider society. Examples of such stereo-
types are that people living with mental illness are un-
able to communicate their needs, or that their needs are
very simple, thus very easy to be understood [5–7]. As a
result, people living with SMI do now show confidence
in healthcare professionals and provided services [8].
Therefore, an in-depth understanding of the experience
of individuals living with mental illness cared by mental
health professionals might promote better empathic
understanding of the latter [9–16]. This may in turn
promote enhancement of the therapeutic relationship,
engagement of people living with mental illness in the
therapeutic process and finally improvement of clinical
outcomes [10, 17–22].
Moreover, during the last decades a particular em-
phasis has been given on the neurobiological basis of
mental health disorders [23, 24]. As a result, pharmaco-
therapy has been considered as the ultimate treatment
method for people living with mental illness [25], along
with established guidelines for the implementation of
adjunctive psychotherapy and further psychosocial inter-
ventions [26]. However, the implementation of medica-
tion therapy most of the time does not incorporate the
particular concerns and needs of people living with men-
tal illness and their families [27–31]. Therefore, despite
the fact that recovery-oriented psychotherapies when ap-
plied address issues concerning the quality of life of indi-
viduals under psychotropic medication, as well as issues
related to their everyday personal and social needs, such
issues remain relevant and need to be further explored
[28, 29, 32–36].
As for the degree of understanding of the experience
of individuals living with mental illness, previous studies
focus on specific aspects of this phenomenon [27, 37,
38], thus the number of studies exploring the entire
spectrum of the experience of SMI are relatively limited.
In particular, a vast amount of literature focuses on
involuntary hospitalization during the acute phase of the
illness [39, 40] or recovery process [41–44]. Other
researchers have explored the coping mechanisms
applied by people living with mental illness in order to
combat their illness [37, 45, 46]. There have also been
studies that focus on the relationship between individ-
uals living with mental illness and health professionals
[47–51] and others that focus on the attitudes towards
pharmacotherapy [36, 52, 53]. The current study aims
to explore the way people living with SMI interpret
their everyday life through the spectrum of their
illness in Cyprus.
Scientific literature suggests that the way an experi-
ence is interpreted by individuals with SMI with regard
to ill health, is formed by the particular context in which
each person lives [54–58]. Although prior studies ad-
dress and describe the entire living experience of SMI,
these arise from different cultures and health systems. It
is therefore important to study whether or not these
experiences differentiate within the cultural context of
Cyprus, especially since there has been no prior relevant
data [59, 60].
The context of mental health services in Cyprus
includes both community and hospital services, which
are provided in all five geographical areas of Cyprus.
These services focus on the prevention and early diagno-
sis of mental illness, as well as early intervention in
order to prevent the chronicity of mental illness [61].
Hospital services include a) the psychiatric clinics of two
major general adult hospitals (Nicosia and Limassol
hospitals) and b) Athalassa psychiatric hospital for adults
in Nicosia. The main community units are: a) commu-
nity mental health centers, including out-patient clinics
integrated in the urban health centers of the general
hospitals, b) child and adolescent mental health services,
c) units for psycho-social rehabilitation (day centers and
vocational rehabilitation units), and d) prevention and
treatment units for drug abuse [61]. In recent years
several changes have been made to mental health ser-
vices in Cyprus which highlight the need for studies
exploring issues related to the quality and safety of care
provided by these services. Specifically, the majority of
mental health services have been transferred from insti-
tutional to community settings. As a result, the number
of patients in the Athalassa psychiatric state hospital,
which is Cyprus’ major mental health institution, has
been reduced dramatically, from 584 patients in 1990 to
105 in 2011, leading to an increase in community mental
health service consumers [61]. International data suggest
that a marked change in the form of mental health
services may result in increased workload for the com-
munity mental health professionals, as well as greater
complexity of the needs of the consumers of community
mental health services [19, 62]. The aforementioned
conditions, as well as lack of nursing specialist roles to
address the intricate needs of people living with mental
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illness [63], within the context of advanced clinical
practice as an imperative part the therapeutic inter-
professional approach, may have influenced the quality
and safety of the delivered mental healthcare and its
effect on the experience of individuals who suffer from
SMI. Advanced nursing practice regards a highly de-
veloped level of provided nursing care in terms of clinical
experience and knowledge, clinical assessment and thera-
peutic approaches [64]. International literature confirms
that advanced clinical nursing practice in the community
is followed by lower rate of relapse and morbidity and
higher standards of quality of life [65, 66]. To our know-
ledge, there is no evidence to which extent recovery-
oriented approaches have been incorporated to the recent
transformation of mental health services in Cyprus [61].
Under this scope, it would be interesting on the one
hand to explore for the first time in Cyprus, not only
after deinstitutionalization but also before it [67–74],
how people living with SMI internalize their illness
and the services provided in order to highlight their
main concerns, and on the other to provide informa-
tion and particular directions for future studies in rela-
tion to these issues.
Within the Greek and Cypriot context there have been
studies addressing the concept of care in general [60], as
well as attitudes and beliefs of healthcare professionals
or those of the general population [75]. Additionally,
there is a call in Cyprus from the Ministry of Health
regarding the necessity to educate the public about the
problems and needs of people living with mental illness.
The ultimate aim of this call is to confront and combat
prejudice and social stigma of mental illness by increas-
ing the mental health literacy of the public. The collec-
tion of data about these issues is included in the aims of
the current study [61]. Moreover, taking under consider-
ation the goals of the Ministry of Health of the Republic
of Cyprus regarding mental health services, the current
study is expected to contribute to the promotion of the
quality and safety of the services provided, since it
focuses on the individualized needs of the consumers of
mental health services.
Aim
The aim of the current study is to explore the percep-
tions and meanings of Greek-Cypriot individuals living
with mental illness in relation to: a) their illness, b) their
self-image throughout the illness, c) the social implica-
tions following their illness and d) the quality of the
therapeutic relationship with mental health nurses.
According to the principles of phenomenology, as a
qualitative research method, the aim of a study should
be to find answers to questions such as “What is it like,
to live with mental illness?” or “What is the meaning of
an experience, within the mental illness?” Such research
is designed to explore the phenomenon of interest with-
out preconceived notions or hypotheses so as to reveal
unknown perspectives of it [76]. Overall, research ques-
tions based on phenomenology allow participants to
describe their experiences as deeply as they wish to.
They also provide space for an in depth analysis of the
narrative of each participant in order for concealed parts
of an experience to be revealed [77].
Method
Study design
A qualitative phenomenological approach based on the
methodology of van Manen was employed. According to
van Manen [78], phenomenology is the study of the
world as experienced in everyday life situations and rela-
tions (lifeworld), particularly as it is experienced by
those who live it, not as it is perceived by the researcher.
With regard to health and illness, the focus of phenom-
enology is the description and revelation of the phenom-
ena of caring and healing, as well as the living
experience of individuals who are part of these proce-
dures [79–84]. The method of van Manen is both de-
scriptive and interpretative (hermeneutic) [85]. Thus, the
aim of studies applying the phenomenological approach
is to explore the subjective interpretation of the living
experience of individuals and unveil their meanings and
perceptions regarding the experienced phenomenon
through their lifeworld stories [86].
Specifically, the van Manen method entails the de-
scription of how one orients oneself into a phenomenon,
for example how one describes the different phases or
stages of an illness. Also, focuses on the interpretation of
the living experience with this phenomenon in its
essences [85], for example how one perceives oneself
within the different stages of an illness. The term “es-
sence” refers to the central meanings of a phenomenon
which distinguish it from another [87]. The application
of the methodology of van Manen [87] includes several
distinct phases. The first one refers to all actions the
researcher takes in order to select a particular phenomenon
under study and form the proper research questions rela-
tive to the aims intended to be explored. The second phase
is known as the “existential investigation” and concerns the
study of any available source of data that may help the
researcher to expand his/her awareness regarding the
subject under study. The sources that may be used include:
a) literature, b) poetry, c) songs, d) art and e) movies. The
next phase regards the conduct of direct personal inter-
views with those who have an experience related to the
phenomenon under study [88]. The data collected in that
phase are analyzed during the last stage of this method-
ology, which is known as “Hermeneutic Phenomenological
Reflection”. Overall, the methodology of van Manen is
widely used in nursing literature [85, 89–93].
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Sample
Participants were recruited from a community mental
health service, in one of the four urban Greek-Cypriot cit-
ies, during the period between April of 2012 and August of
2013. The facilities provided by this particular service to in-
dividuals living with mental illness were: a) music therapy,
b) drama therapy, c) computer lessons, d) drawing, e) exer-
cise, f) arts and crafts, g) counselling and h) occupational
therapy. Moreover, psychoanalysis was provided for individ-
ual level analysis, psychodrama was used for either individ-
ualized or group level and lastly Cognitive Behavioral
Therapy was applied to both individualized and group level.
These approaches depended on the individualized needs of
consumers of mental health services, and were mainly used
to confront: a) trauma, b) diagnosis, c) relapse episodes and
d) consequences of psychopathology.
During the period of data collection, the community
mental health service from which data were collected, in-
cluded 40 individuals, the majority of whom had a diagno-
sis of psychosis or mood disorder and were unemployed.
However, the average daily number of people visiting the
service during that period was about 20. This was due to
the fact that some of the users of the service were in
relapse experiencing severe symptoms of pathology. They
were either hospitalized or incapable of participating in
the activities of the study setting. Eventually, these people
were unable to visit the service, even if they wished to and
did not participate in the study. Overall, participants were
chosen through purposive sampling according to the
criterion of theoretical saturation of emergent themes,
since data collection and analysis were taking place simul-
taneously [94]. The enrollment of new participants was
finalized when no more novel themes were arising accord-
ing to data analysis. Moreover, the following inclusion
criteria were set as follows: a) a diagnosis of psychosis,
mainly schizophrenia, and/or mood disorder, mostly bipo-
lar disorder, according to DSM- IV-TR [95] or ICD-10
[96], b) voluntary use of the community mental health
services, c) age of over 18 years, d) fluent knowledge of
the Greek language, e) ability to reflect on the living
experience and describe it to the researchers, as it was
drawn from the narrative content, as well as score 20 or
more in the MMSE [97], and f) ability to describe personal
experience in depth followed by relevant examples. The
exclusion criteria were: a) being in relapse, thus hospital-
ized, b) showing inability to reflect on personal experience
due to severe cognitive and sensory perception distur-
bances, c) severe impairment of cognitive functioning, d)
diagnosis of Axis II of DSM-IV-TR [95], e) poverty of
speech, f) lack of insight, g) insufficient understanding of
the content and goals of the study. Finally, 10 people out
of the 20 visiting the clinical setting of the present study
responded to all the aforementioned inclusion criteria and
were enrolled in the study.
Data collection
Data collection was achieved through phenomenological
semi-structured interviews based on a guide developed
according to relevant literature [8, 67, 98–101]. The
guide included open-ended questions, and had been
given to a panel of experts in order to evaluate the
appropriateness of each question prior to the study. The
panel of experts consisted of four distinguished aca-
demics in the fields of qualitative research, mental health
and research methodology, two being Associate Profes-
sors one Assistant Professor, and one working in Univer-
sity. They all have extensive published research work on
the topic of the present study. The comments of the
panel of experts included the elimination of a number of
questions, as well as the simplification of the language
used. However, each participant had a significant contri-
bution to the final form of each interview, according to
the rules of phenomenology [87]. The questions in-
cluded in the guide were:
1. “Please describe to me how it is to live with
mental illness”.
2. What does it mean to you to live with mental
illness?
3. “How do you perceive yourself in the context of
living with mental illness/How does living with
mental illness affect your thoughts/What do you
think about yourself?”
4. “What is your everyday life like living under the
scope of mental illness?”
5. “What are your experiences from your contact
with nurses and/or how would you describe
your relationship with nurses?/What kind of
feelings do you experience from your contact
with nurses?”
Moreover, participants were encouraged to refer to
examples of their experiences to enable the in depth
understanding of their meaning. At the end of each
interview, demographic data were collected (e.g. sex
and age), not only to highlight the profile of the par-
ticipants, but also to draw attention to possible varia-
tions in the emerging themes according to special
features of the participants. Both verbal and non-
verbal messages were transcribed. All interviews were
carried out by the primary investigator. The focus
was on the living experience of SMI and self-image.
Specifically, 2 interviews were conducted with each
participant ranging from 1 to 3 hours in duration.
When data analysis was completed a third interview,
aiming to discuss the results of the study with each
participant, took place. Thus, during the second and
third interview the emerging themes were validated
and enriched.
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Data analysis
Data analysis was performed by four independent re-
searchers: a) the main researcher, a Doctor in the field of
qualitative studies (CK), b) the second researcher, an
Assistant Professor in Mental Health Nursing, having a
long experience and subsequent number of publications
in phenomenological analysis (MNK), c) a Doctor in
nursing with experience in phenomenological analysis
(FV) and d) an MSc psychologist with experience in
phenomenological analysis (AK).
Phenomenological data analysis, according to van
Manen [87], aims to uncover the structural or thematic
aspects of the experience of a phenomenon, and grasp
the essential meanings of a phenomenon under study.
The essential meanings are what uniquely describe the
phenomenon under study, including the aspects or qual-
ities which make a phenomenon what it is and without
which the phenomenon could not be what it is [87].
During the first step of the analysis, researchers
read the text of the transcribed narratives several
times. They then underlined sentences or words that
seemed to reflect meanings, perceptions or feelings
which they considered particularly essential for ana-
lyzing the phenomenon under study, i.e. the experi-
ence of mental illness. In other words, the researchers
tried to find quotes from each narration that seemed to be
meaningful, thematic and capable to unveil perceptions
and feelings experienced in the context of mental illness.
The second step was to identify whether those quotes
were associated with one another, in order for the re-
searchers to identify groups of quotes under particular
thematic sections. This process led to the development of
two main thematic sections, one regarding perceptions
and feelings about the illness and its therapy, and the
other about perceptions and feelings about the self. More-
over, a list of themes derived from these two groups of
quotes. These were the main themes, whilst some of them
included further subthemes. Next, each researcher wrote
down the main themes or subthemes he or she had identi-
fied and validated them with a representative quote [87].
The finalization and naming of the main themes were
obtained from the consensus of all four researchers who
participated in data analysis.
The final step of the phenomenological analysis was to
identify the essential themes that uniquely describe the
phenomenon under study and are nonetheless sig-
nificant for the living experience. Thus, essential
themes reflect on the aspects or qualities that make
the phenomenon what it is and without which the
phenomenon could not be what it is [87]. The
present study concerns the preliminary results of the
exploration of the living experience of SMI, since the ana-
lysis of the essential themes is still ongoing. As a result,
the essential themes will not be presented herein. Instead,
the main themes and subthemes of the analysis are
presented in the section of the Results.
Finally, the researchers presented the participants with
the themes they had considered to be important in rela-
tion to the phenomenon under study. They then asked the
participants the following question “Is this what the
experience is really like?” in order for the participants to
confirm the interpretations of the researchers. Through
this procedure the main themes and subthemes were
further validated and enriched, as mentioned earlier [87].
Human subject issues
The study protocol was approved by the Cyprus Na-
tional Bioethics Committee (File number: 2011.01.39).
Approval from the Research Committee of the Minis-
try of Health of Cyprus was obtained in order to gain
access to all outpatient mental health services over the
island of Cyprus (File number: 5.34.01.7.3E), as well as
from the Office of the Commissioner of Personal Data
Protection (File number: 3.28.23) [98]. Participants were
informed of the purpose and procedure of the study
prior to their consensus to participate (article 11(1), Law
138 (1)/2001) [102], and all the participants finally
included in the study signed an informed consent form.
With regard to ethical issues in data collection, all
actions were taken into consideration in order to pre-
serve anonymity and confidentiality. In particular, all the
participants, who met the inclusion criteria, read the
informative consent form and were given the opportun-
ity to ask the primary investigator further questions
about the research before signing it. The main re-
searcher had the responsibility of collecting the informed
consent forms.
Moreover, interviews were coded. Prior to the begin-
ning of each interview participants were asked to choose
a pseudonym in order to participate in the study, estab-
lishing their anonymity. Thus, the identity of the partici-
pants was not revealed anywhere during the study or in
any other material related to the study.
Interviews were tape-recorded, unless a participant
had not consented to. They were carried out at a place
and time chosen by each participant, in a comfortable
environment, where there was no chance of any in-
trusion by a third party, thus establishing privacy and
preserving confidentiality. All tape-recorded interviews
were safely kept in a locked drawer at the office of the
assistant professor MNK.
Results
Ten individuals agreed to participate in the study, two
females and eight males. The age of the participants
ranged between 26 and 65 years, the majority of whom
being unmarried. One was divorced and three of them
were married with children. Four of the participants had
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a primary school education and the rest had a secondary
school education. Most of the participants were not
employed, whilst one was retired. Only one participant
ran his own business. With regard to diagnosis, the ma-
jority were diagnosed with psychosis, mainly schizophre-
nia and three of them with Bipolar Disorder.
In connection with the way the presentation of the
results was organized, main themes and subsequent
subthemes were reported following each study objective.
In particular, two main themes were identified with re-
gard to the first objective, which considered the percep-
tions of the participants about mental illness. The first
theme was “The meaning of mental illness” with sub-
themes: a) the unbearable mental illness and b) the
pseudonym)”, while the second theme was “The different
phases of the illness in time”. With regard to the second
objective of the study namely the participants’ self-image
throughout the illness, two main themes were also iden-
tified: a) “The perception of the self during the illness”
and b) “The bargaining about the effectiveness of
pharmacotherapy during ill health”. Regarding the third
objective about the social implications following their
illness, the main theme was “The social consequences
following the diagnosis of mental illness”, followed by
two subthemes: a) The demeaning of self-value in people
living with mental illness by society and b) Adjustment
of personal and social needs. With respect to the fourth
objective of the study concerning the quality of the
therapeutic relationship with mental health nurses, one
main theme emerged, namely “The perceptions of the
participants regarding mental health professionals and
services” with two subthemes: a) The Community
Mental Health Centers as a means for happiness and
safety, and b) The relationship with the PHMNs as a
dynamic process. An additional theme identified was
“The therapeutic effect of the research interview on
the participants”, though this was beyond the scope
of the current study.
Main themes and subthemes
The meaning of mental illness
The unbearable mental illness As far as the meaning
of mental illness is concerned, participants contributed
long, vivid and emotional descriptions of their experi-
ence of mental illness, which revolved mainly around
suffering, trauma and pain, bringing into light the un-
bearable character of mental disorder. Overall, it seemed
that the way participants lived through their condition
was a traumatic experience, as it was drawn from both
their narratives and non-verbal cues. Specifically, they
compared their experience with the martyrdom of Jesus
Christ, or the martyrdom of people who have lost their
legs and hands.
Lion: “My life has been traumatized…”
Kostas Theofanous: “It is better to get amputated than
to be mentally ill”.
Christos Anesti: “Ongoing suffering […]”
The Pseudonym Although it is uncommon to interpret
the pseudonyms participants choose for the purpose of a
research study, the researchers of the current study
could not help noticing both the captivating choice of
pseudonyms, as well as the powerful illustrations partici-
pants provided for them. Thus, they were compelled to
interpret the hidden meaning or connection these pseu-
donyms might have had with the living experience of the
participants through mental illness.
Participants seemed to select a pseudonym, linked
either to their living experience of illness, or for most of
them it appeared to be related to their expectations
regarding the clinical outcome of the illness. Thus, the
pseudonym seemed, partially to represent the partici-
pants’ indirect but unique way to express their interpret-
ation of the illness.
Christos Anesti: “Jesus Christ was resurrected, and it
crossed my mind to use this pseudonym, coming from
Christ, that is to say Christos Anesti (meaning
resurrected). […] With the help of God and
pharmacotherapy […] these thoughts of the tormented
person, of the tormented Christos will go away. And
when all these (symptoms) will have gone away,
there will be resurrection for me. Christ was crucified.
He suffered a lot on the Cross, and He was humiliated.
He lived the experience of humiliation. And after His
martyrdom, He was resurrected. That is to say He
went to Heaven […] Now, He is a light. […] I will feel
the same way, about the same. I will be resurrected.”
Selecting Christos Anesti as pseudonym, this parti-
cipant seemed to equate the course of his ill health,
described by him as “ongoing suffering” (see his previous
quote) with the course of the testimony of Christ.
Indeed, the participant described himself as “tormented”
when he was asked “how do you feel having this illness?”
In addition to the way the participant interpreted his ill-
ness, his choice of this particular pseudonym seemed to
reflect his anticipation of the clinical outcome of his ill-
ness. The term “resurrection” and “tormented” quoted
above are representative of the participant’s inner
suffering.
The relationship between the pseudonym chosen by
the participants and expectations and meaning of mental
illness might also be highlighted in the pseudonym
“Lion”. Based on the participant’s narrative, his expect-
ation about himself through the illness was to be strong,
like the king of the Jungle. The term “Jungle” probably
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implies the difficulties and possible “traps” and dangers
that the diagnosis of the illness involved.
Lion: “Lion I think is the King of the Jungle, and I
think that I can be classified as a Lion in a way […]
and I want to be very strong, (during illness) and I
will do everything about this.”
The different phases of the illness in time
Participants described concretely the different phases of
the illness in time making a clear distinction between a)
the past, reflecting on the condition they were in before
the beginning of treatment, b) the present, reflecting on
how they felt their state during the treatment phase, and
c) the future with their expectations of themselves and
the outcome of the illness.
During the healing phase, all participants reported that
it was through medication, their own initiative and spiritu-
ality that a change would be achieved. Regarding recovery
phase, which concerns the future, it appeared that the par-
ticipants expected their integration into the community to
be long and gradual. They also hoped for normality.
Christos Anesti: “[…] since I started taking that
medication, those (symptoms) have gone away, that
feeling of my brain being muddy… my thoughts being
muddy, and my soul […] so sad. Now I feel
differently. I do not feel that way. I believe that
gradually, and with the help of God, and if I find a
nice girl, I will become well. I will become a normal,
a perfect person.”
The perception of the self during the illness
The way in which participants perceived themselves dur-
ing the illness was revealed through descriptions such as
“tormented”, or person of “bad character”, mainly
reflecting the way they were feeling about themselves
when the symptoms of the illness were in relapse.
Christos Anesti: “[…] it will be like a resurrection
[…] the thoughts of the tormented person will go
away […]”.
Vivi: “[…] I attend a rehabilitation program in order
to improve my existence, my bad character because of
which I have been tormented for so long”.
Overall, the descriptions revealed that participants
were perceiving their “self” as being devalued and
dehumanized due to the illness and subsequent treat-
ment, leading to an altered self-identity and demean-
ing self-appraisal.
Vivi: “I have entered the Psychiatry world my darling
and… Ahhh! Since then, myself had never been at that
level (of existence), as that of a young woman, or a
spouse. (My self ) was at the level of taking pills and
antipsychotics, myself has felt devalued and has
gone through so much to reach the point to make
peace with myself […]”.
The bargaining about the effectiveness of pharmacotherapy
during ill health
Throughout the interviews it was evident that all partici-
pants were in an ongoing strive to accept the benefits of
medication treatment. The degree of acceptance of the
benefits of pharmacotherapy seemed to fluctuate
through time according to the different phases of the
illness, the perception of self, as well as the level of self-
esteem. At times, the participants were overwhelmed by
both the side effects of medication and the stigma
related to psycho-pharmacotherapy, whilst they often
described pharmacotherapy as the ultimate prerequisite
for integration to society and normality.
Lion: “If I don’t take my pills, I feel bad. […] Now I feel
very good. […] I believe it is the pills. That I must take
them as prescribed. […] They help me, but I can't
accept the fact that I take pills […] I can’t accept it.
Even the injection has an effect on me. […] I take
the pills and my physician tells me ‘Use the
injection and stop the pills’. This is not right.
I should take fewer pills”,
The narratives also revealed that adherence to medica-
tion was associated with the construction of the “mental
patient” identity and the loss of the so far structured
personal and social identity. Overall, participants de-
scribed that the illness was formed into an experience,
mainly a suffering one, when they started receiving
psychotropic medication. The main reason for this
notion seemed to be social stigma, as well as inability to
perform ordinary, social roles.
Vivi: “I didn’t want to. (to start medication) […] to be
part of the sick ones […] I wanted to be a woman, a
lover, a young mom […] due to these injections, I am
attending a rehabilitation program. […]. I am
improved. From being a log to a normal human being.
To a person who has found his legs, his hands, himself.
I had lost all these. I had lost my mind. I was in
panic, I had lost myself. Ohhh! I lost Vivi who was
helping herself, who was feeling nice”.
The social consequences following the diagnosis of mental
illness
The demeaning of self-value of people living with
mental illness by society Participants described several
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consequences due to their illness. The main one involved
social stigma and subsequent labeling. Specifically, partici-
pants described particular factors contributing to the
social stigma of mental illness. These included the “extra-
ordinary” character of symptomatology of mental disorder,
prescription of psychotropic medication alongside
with its side effects, and mainly the custodial psychi-
atric hospitalization in Athalassa psychiatric hospital,
the place where involuntary admissions take place.
Even the benefit from social welfare was described
as a factor associated with the labeling of mentally
ill people.
AEL: “when someone is hospitalized, the community
labels him as “crazy”, “lunatic”. Oh! He has been to
Athalassa, he is completely lunatic, he is scum, he
is a pothead. Similarly, if you are mentally ill, all of
them (the society)[…] they stigmatized you. The
Society. And even the State, sometimes, with the
social welfare benefit, (meaning) that you are
unable to work”.
Experiences of self-value being diminished by family
members were also described by the participants.
Vivi: “My husband […] he wants to demean me, as
being a person with mental illness […] He doesn’t even
want me to go to his office. […] I am the sick one, I am
the demeaned of the house, I am the one who takes
antipsychotic pills, the one who is being given
injections.”
Adjustment of personal and social needs Within the
framework of the consequences of mental illness, most
of the participants described an ongoing struggle to
adjust their personal and social needs to the particular
limitations set by their illness. Basic needs, such as a
normal sex life, companionship and reciprocity or be-
longing to a group of people were “absurd” for people
with mental illness.
Kostas: “I try to make my utmost to be reasonable.
Not to ask for absurd things, such as women for sex.”
Moreover, while the need of vocational rehabilitation
seemed to be related to the need of belonging to a group
or being an equal member of society, at the same time
indirectly conveyed the sense of being excluded from
society.
Vivi: “[…] I wanted a title for myself too, even that of a
beautician or a hairdresser, to have a title of any kind,
a job, to be part of a society. […] And I would also go
even to a supermarket to work.”
The perceptions of the participants regarding mental health
professionals and services
The Community Mental Health Centers as a means
to happiness and safety The participants used con-
structive and encouraging descriptions about the quality
of services provided in the community. The thera-
peutic character of the community mental health ser-
vices was described in terms of socialization, creativity
and rehabilitation.
Kostas: “I come here (Day Care Center) to avoid the
bad experiences coming from the outside world, like
laughing at you […] and to avoid the psychiatric unit.
[…] Rather than being in the Psychiatric hospital
(Athalassa) […] I attend the rehabilitation group. And
they (health professionals) had to start from zero […]
we had become like babies, completely babies and we
have become persons almost like persons. Yes, I have a
good time here […] and I keep company.”
In contrast, the descriptions of Athalassa psychiatric
hospital were as tragic as their concept of the illness.
However, it must be noted that acute psychiatric care,
including involuntary admissions, takes place solely in
Athalassa hospital.
AEL: “The climate that prevailed in Athalassa? [..]
Little food. Many pills, many injections. I was feeling
awful. A ruin, drooling, you were in dirty clothes.
Bath? Their bathrooms were ancient. You felt
disgusted to have a shower. Yes, even now the
situation is very tragic.”
The relationship with mental health nurses as a
dynamic process Most of the participants described a
developmental process regarding their relationship with
mental health nurses, which included different phases
and emotions analogous to their illness, such as anger
and conflict, withdrawal and isolation and finally support
and coziness.
Mother: “I was yelling at them (nurses) because of my
illness […] and I was arguing with them […] and they
told me to stay home for a while, […] until I was no
longer angry […] and I didn’t go there for two months.
Today, nurses […] are close to me, they ask me how I
am doing and I tell them everything […]”
The therapeutic effect of the research interview on the
participants
The participants expressed their need to communicate
their experiences, concerns and feelings about being
mentally ill, a phenomenon evident in their narratives.
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The given emphasis on the therapeutic nature of the
procedure of the research interview by the participants,
although significant, was beyond the intention of the
study. The need to be heard was evident in the partici-
pant’s narratives.
Kostas Theofanous: “I would like to thank you too,
because you accepted me. Yes, because I described my
feelings to you and I remembered the past… And I
expelled some residues off me, which were useless.
When I talk, I calm down. I want neither to have a
cigarette, nor anything”.
Interestingly, some of the participants expressed their
desire for the results of this study to be distributed to
the members of their therapeutic team, in order to
enhance understanding and empathy of mental health
professionals regarding the experiences of the partici-
pants through their illness.
Christos Anesti: “[…] (psychiatrists) and now that I
have talked to you I feel recovered. I want to
recommend something. Give them (psychiatrists) the
findings of this study”.
Discussion
Since the aim of the present study was to qualitatively ex-
plore the experience of Greek- Cypriot individuals living
with mental illness, it should be noted that this is the first
study, to our knowledge, which investigates this issue
within the cultural context of Cyprus, both prior to and
after deinstitutionalization. In particular, this study took
place under the recent psychiatric reform in Cyprus, which
resulted in a change in the type, number and staffing of
mental health services. The main findings of the study
regard: a) the meaning of mental illness as an unbearable,
suffering disease, b) the perception of the self during the ill-
ness and how this is associated with adherence to pharma-
cotherapy and subsequent clinical outcome of the disease,
c) the perception of different phases of the illness in time,
d) perceptions about the effectiveness of pharmacotherapy,
e) social and personal consequences for the participants fol-
lowing the diagnosis of mental illness and related social
stigma, f) the different phases of the therapeutic relation-
ship between patients and mental health nurses in time,
and g) the quality of provided mental health services as
perceived by people living with mental illness.
The meaning of mental illness, its therapy and perception
of the self
With regard to the meaning of mental illness, a painful,
suffering and multifaceted experience was described
herein by the participants, congruent to previous stud-
ies [54, 103–107]. Participants clearly described two
distinguished sources of suffering; firstly the distressing
experiences stemming from the pathophysiology of the
disease and side effects of pharmacotherapy and secondly
social stigma associated with mental illness and psycho-
tropic medication. The unbearable and multisided pain
following the onset of mental disorder symptoms has also
been previously described in international literature as
a catastrophic experience which interrupts one’s life
[108–112]. However, the concrete differentiation among
the main sources of suffering reported herein has not been
formerly discussed in depth in the literature, and may
further be useful in education of healthcare professionals
regarding the recovery model and its implementation to
mental healthcare [113], as well as in the way recovery-
oriented psychotherapeutic interventions may be orga-
nized. For example, a key target of such approaches may
be the alleviation of distress following SMI diagnosis and
possible consequences of relevant trauma, as well as
the empowerment of people living with SMI through
the periods of suffering [114]. An additional group of
interventions may encompass pharmacotherapy-related
psychosocial techniques and the effective management of
its adverse events under the scope of patients’ wishes and
needs [115, 116].
Most importantly, these findings reveal the limited
implementation of recovery-oriented approaches in the
healthcare system in Cyprus, since the participants
appeared to suffer strongly due to their illness, while
their re-engagement into everyday routine seemed to be
only partially achieved [117]. In contrast, the key princi-
ples of recovery-oriented healthcare systems determine
that individuals living with SMI are viewed as facing
chronic, rather than acute, problems which necessitate
long-term support with emphasis on recovery manage-
ment rather than disease management [117]. The focus
is on the enhancement of a positive self-image and self-
determination, remission of symptoms and systematic
empowerment for a normal and qualitative way of living.
Overall, recovery-oriented approaches focus on inspiring
hope in people living with SMI and their families,
person-centered care and finally the needs and perspec-
tives of mental health services consumers [118].
The lack of recovery-oriented system in mental health-
care in Cyprus may also explain the way the participants
perceived themselves during the illness [119]. The de-
scriptions they chose to portray themselves were mainly
negative ones, for example “bad person” or “tormented
person”. Such descriptions seem to reflect the partici-
pants’ diminished self-esteem, stemming probably from
inadequate implementation of interventions which aim
to enhance their resilience and positive personal identity
traits. [114] One may argue, by contrast, that negative
self-image may also rise from the common universal
stereotypes often attributed to mentally ill people, such
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as “dangerous” or to their disease as “untreatable” or “bi-
zarre” [68]. Research shows that most of the times the
public describes the majority of chronic illnesses, such
as cancer or heart failure, as “bad situations”, giving
emphasis on the condition related to the disease [105],
as opposed to mental disorders, where emphasis is
given on the person suffering from it. This discrimin-
ation gives ground to labeling and social stigma, conse-
quently affecting the self-image of individuals living
with mental illness [67, 105].
In line with the above, we also suggest that the fact
that the majority of the participants chose a common
Greek-Cypriot name or surname as a pseudonym may to
a degree reflect on the participants’ need not to aspire to
the identity of the mentally ill person. Hence, their
illness would be perceived as a common one, unable to
influence their personal identity and esteem in a nega-
tive way. Prior literature illustrates the need of mentally
ill people to preserve their self-identity prior to illness,
and consequently their uniqueness and individuality be-
yond the psychiatric diagnosis [24, 116]. Moreover, data
shows that loss of self-identity is strongly connected to
the onset of mental illness, and intensified by social and
self stigma [120, 121]. The study by Wisdom et al. [111]
exploring identity-related themes in individuals living
with SMI revealed that these people experience loss of
their self due to the onset of mental illness, having the
sense that they are either dead or that they have lost a
particular part of their identity, mostly connected with
their social roles e.g. being a parent. Additionally,
Wisdom et al. [111] reported that people living with
mental illness often describe their self as a stranger
when they refer to their existence during the illness,
while they also mention a perception of duality of self in
terms of the sick and the healthy self. Based on the results
of the present study and related literature, we propose that
interventions targeted at helping people maintain positive
self-identity and self-appraisal through the different
phases of mental disease is of utmost importance.
The way mentally ill people internalize their self
during the illness and the degree to which this percep-
tion influences their self-esteem and self- image appears
to be a really important issue, since it seems to be re-
lated to adherence to therapy, both psychosocial and
pharmacological and subsequently to clinical outcomes
[103, 122]. Based on such data, the findings of the
present study highlight the need for recovery-oriented
approaches focused on the enforcement of positive per-
sonality values, such as positive self-appraisal, motivation
and hope in order for the Cypriot consumers of mental
health services to gain the desired quality of life [122]. In
more detail, the participants of the current study de-
scribed that the symptoms of their disease had affected
their existence negatively. They also stated that it was
mainly through pharmacotherapy that their symptoms
had gone away, and hence were able to attend rehabilita-
tion programs and further reintergrate into society, gain-
ing a perception of positive self-value. Overall, one may
argue that participants’ need to preserve a positive self-
perception was both the main buffer against the negative
effects of pharmacotherapy and the ultimate means of
adhering to pharmacotherapy, as they did not mention
any psychotherapeutic approaches provided to them to-
wards this goal. In contrast, along with the effectiveness
of pharmacotherapy, the participants underlined personal
initiative and effort against the limitations set by the illness
as a prerequisite for recovery.
At the same time, participants described that engagement
into pharmacotherapy was also associated with demeaning
self-appraisal, mainly due to social stigma and subsequent
self- stigma. As a result, participants described an ongoing
struggle to accept the effectiveness of medication, however,
without, mentioning any kind of support through this
process. This ongoing struggle was supported by the posi-
tive effects of pharmacotherapy on self-perception and
functionality, as well as stigmatization and social with-
drawal. Participants characterized stigmatization as an im-
portant consequence of being prescribed psychotropic
medicines, which caused their transition into the group of
“sick people”. It seemed that pharmacotherapy in some way
evoked the formation of the identity of “mental health pa-
tient” for the participants, a fundamental reason for them
to drop out of therapy. Based on the above, one may under-
score the lack of interventions to effectively address issues
associated with sigma within the Cypriot cultural context,
both social and healthcare related, in order for people living
with SMI to achieve quality of life [123].
Nonetheless, the necessity of medication to control
symptoms, improve cognitive functioning, prevent re-
lapse and promote recovery has been stressed in inter-
national literature [73, 120, 121, 124–127]. However, this
requires effective management of pharmacotherapy and
relevant adverse effects, and, mainly, participation of
mental health services consumers in the development of
the therapeutic plan [99]. Interestingly, Piatt et al. [36]
underlined medication as a means of transformation of
self and further as a major component of recovery,
although they did not address the way medication may
empower self-view and self-appraisal throughout the
different stages of ill health. Furthermore, there are
studies with contradictory findings on this subject. For
example, according to Mansell et al. [125], pharmaco-
therapy is described as a way for “blurring the water”,
since individuals under medication are not able to differ-
entiate between their true self and their self under medi-
cation, hence unable to attribute their behavior to their
personal characteristics or to antipsychotic medication
[125]. In addition, in the study of Spaniol et al. [57],
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pharmacotherapy was interpreted as a means of remaining
enslaved in mental health system. In conclusion we suggest
that all these issues need to be taken under consideration
when interventions are targeted on the empowerment of
people living with SMI.
Moreover, despite the fact that in the present study,
acceptance of pharmacotherapy was an important elem-
ent in participants’ recovery, there is no data, even anec-
dotal, to support the issue that medication management
approach by mental health professionals in Cyprus is in
line with the recovery model. In particular, in Cyprus, as
well as in Greece [128] there still exists the physician
centered culture, hence the consumers of mental health
services are not actively involved in decision-making
processes regarding their medication. As a result, medi-
cation is usually prescribed with little or no consultation
and often, without consideration of the individual's
wishes and experience, affecting one's willingness to
accept medication or even to comply with instructions
given by a mental health prescriber. Based on that, the
present study highlights the importance of the imple-
mentation of the recovery model and patients’ participa-
tion in decision making, not only in Cyprus, but in all
those countries which still hold a physician centered
approach and power relations between mental health
professionals and patients.
The data reported herein with regard to the way
participants experience their living with the illness and
subsequent therapy, call for the reorganization of the
culture of mental healthcare policy in Cyprus towards a
more recovery-oriented approach in both community
and hospital organizations. Empowerment of the re-
silience of people living with SMI, participation in
decision-making and planning for their own care,
along with effective management of pharmacotherapy,
need to be the ultimate focus of mental health services
[119, 123]. Unfortunately, within the mental healthcare
system of Cyprus there still exists disease – centered
approaches, characterized by limited involvement of
mental health services consumers in the design of the
therapeutic plan [61].
According to international literature, transformation
of mental health services towards a recovery-oriented
system of care requires the collaborative work of all
organizations involved in mental healthcare in order to
articulate a framework and a mandatory strategy for
recovery and well-being in relation to mental health
problems. The proposed policy needs to address future
healthcare plans, hospital accreditation standards and
annual objectives for hospital and community mental
health services [123]. The objectives should include:
a) empowerment of individuals living with mental
illness and their families, in order to be able to par-
ticipate in designing their own care, as well as meet
their everyday life needs in a culturally competent
manner, b) promoting self-determination in people
living with SMI, and c) educating healthcare pro-
fessionals about the principals of recovery-oriented
healthcare systems [35, 114, 117, 123].
According to Park et al. [123] such an effort may in-
clude a) quantitative and qualitative research to assess
the knowledge and relevant attitudes regarding recovery
and recovery-oriented practices of both healthcare pro-
fessionals and consumers of mental health services, b)
collaboration between consumers of mental health ser-
vices and the heads of mental health professionals, as
well as policy makers to develop Recovery-in-Action Ini-
tiatives to meet the needs and resources of all partners
in the project and c) a systematic theory-based assess-
ment of transformation of attitudes and practices among
all groups of partners in order to identify relevant bar-
riers and supports within the local context [123].
Another negative influence on ones’ self-appraisal
necessitating the transformation of the culture of
organization and provision of care in mental health ser-
vices was the participants’ tragic experience upon their
hospitalization in the State psychiatric hospital of Cyprus
(Athalassa hospital) where involuntary hospitalization was
applied during the acute phase of mental diseases. In par-
ticular, the descriptions of the participants highlighted
experiences of human rights violation, even in relation to
basic hygiene. Moreover, the main sources of dissatisfac-
tion were the quality of the facilities and relationships with
healthcare professionals. These findings partially support
the data reported by Johansson & Lundman [129], which
underscore the experience of being subjected to involun-
tary care as a case of restricted autonomy, violation of
physical integrity and devaluation of humanity. Inter-
estingly, it has been reported that hospitalization in
acute care settings was associated with a negative im-
pact on one’s perception on self- identity due to self-
stigma [67, 69, 72, 103]. These findings support the
need for interventions to improve conditions prevail-
ing in the Athalassa hospital, as well as reform the
way mental health services are provided in both hos-
pital and community setting, in order for the consumers
of mental health services to preserve a positive personal
identity [113, 123, 130].
Proposed interventions
The importance of the proposed interventions is sup-
ported by evidence which shows that negative self-
appraisal in people living with mental illness may be
related to poor hope regarding recovery and social
interaction and subsequent self stigma. In particular,
such data illustrate that people exhibiting high degree
of self-stigma and at the same time a high level of
insight report poor hope regarding recovery, low self-
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esteem and limited social interactions compared to
people with high insight and low levels of self-stigma
[103]. Based on these findings, interventions targeted
at social stigma arising from mental illness, and empower-
ment of mentally ill patients’ self-esteem seem relevant,
along with interventions aiming to alleviate self-stigma.
Additionally, the participants in the present study empha-
sized the therapeutic influence of the community mental
health services on their existence in terms of socialization,
creativity and rehabilitation and subsequently on the de-
velopment of a positive self-view. Similar findings were
presented in the study by Sun Kyung & Eun Hee [109],
where attending a clubhouse enhanced patients’ sense of
belonging and their recovery.
International literature supports the implementation of
specific types of psychotherapy addressing self-identity
issues in order to assist people living with SMI towards
recovery. For example, the study by Bargenquast &
Shweitzer [108] provides evidence for the effectiveness of
Meta-cognitive Narrative Psychotherapy regarding self-
appraisal issues during the process of recovery. Meta-
cognitive Psychotherapy is an innovative type of
psychotherapy developed by Lysaker et al. [110], where
meta-cognition is a means to understand how one goes
from discrete perception into an integrated representa-
tion of self and others [131]. As for people living with
SMI, it is proposed that this type of psychotherapy may
empower the ability for self-reflection, decrease halluci-
nations and delusions and improve insight [103, 131–133].
Moreover, therapeutic recreation is a proposed model of
therapy aiming to enhance the level of self-determination
in individuals living with SMI [114]. Self-determination
refers to the motivation of an individual influenced by three
psychological needs: a) competence (feeling of success or
optimal challenge), b) autonomy (provided choice and con-
trol over a particular behavior) and c) relatedness (feeling
socially connected to others). Overall, self-determination
requires the satisfaction of all the aforementioned needs in
order to be developed. Medication adherence is strongly
related to self-determination [114].
Another type of therapy proposed is the model of
Acceptance and Commitment Therapy (ACT). The aim
of this therapy is to achieve a balance between accept-
ance of what is thought to be impossible to change and
commitment to actions, a process which could support
individuals living with SMI in transforming their goals
and finding meaning beyond the consequences of sus-
tained symptoms and impairments [122]. Moreover,
mental healthcare professionals are expected to support
individuals living with SMI in overcoming obstacles and
deciding on their values.
In terms of enhancement of adherence to therapy,
both pharmacological and psychosocial, literature provides
substantial evidence for the effectiveness of psychosocial
interventions [133] by educating patients and their fam-
ilies on both disease pathophysiology and the effective
management of the adverse side effects of medication
[134, 135]. Such studies address people with mental
illness, as well. In addition, there is empirical evidence that
supports the implementation of Cognitive Behavioral
Therapy psychotherapeutic interventions to promote
adherence to pharmacotherapy and psychosocial function-
ing [136, 137]. The main issues that are usually addressed
include: a) a broad discussion about the reasons behind
patient’s acceptance or refusal to take medication and
the advantages and disadvantages following his/her
decision, b) reattribution of patients’ thoughts to hal-
lucinations believed to enhance acceptance and adher-
ence to medication, and c) the involvement of patient
in decision-making [138].
Facilitators of recovery
A well described facilitator of recovery by the partici-
pants regarded the effective and therapeutic relationship
between patients and mental health nurses, the import-
ance of which is underlined in many studies. The signifi-
cance of empathic and supportive relationships between
consumers of mental health services and health profes-
sionals lies on evidence which shows that these qualities
enhance understanding of healthcare professionals and
reassurance towards people living with SMI. This in turn
seems to make patients feel accepted, facilitating their
social integration [54, 124, 139–143]. Overall, empathy,
respect and availability provided by health professionals
have been described in international literature as basic ele-
ments of the therapeutic relationship [47, 67, 104]. On the
contrary, unavailable and depersonalized mental health pro-
fessionals have been described as a barrier to recovery
[143]. More importantly, the participants in the present
study described the particular phases of the relationship be-
tween them and mental health nurses as a dynamic process,
while mutual acceptance and empathic understanding were
crucial in maintaining a positive self-image by both sides.
Additionally, education of healthcare professionals in
order to apply recovery-oriented models of therapy is
needed. There are particular objectives mentioned in the
literature that need to be supported through the imple-
mentation of the recovery model by mental healthcare
professionals, especially nurses, such as: a) navigation of
people living with mental illness on their journey to recov-
ery, b) believing in the support and recovery of people
living with mental illness [47, 144], and c) provision of
information, choice, practical support on financial matters
and employment of people living with SMI.
However, international literature [35, 145], underlines
a lack in the training of mental health nurses when it
comes to applying the recovery model, although they
seem to have the knowledge to implement it [35, 145].
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Furthermore, while mental health nurses show confi-
dence in their understanding of the importance of the
recovery model [145], they are uncertain about providing
practical support for employment and helping mentally
ill patients find a house or manage their own symptoms
[35, 145], areas where more education is necessary.
Another important finding, although beyond the
scope of the present study, was the therapeutic effect
of the research interview for the participants. It
seemed that participants considered the interview to
be ‘redemptive’, since they used phrases such as “I
expelled some residues off me, which were useless’.
The therapeutic effect of the phenomenological
research interview has been considered in previews
research [146]. In particular, studies underline the
importance of the research interview for the develop-
ment of trust and rapport between the researcher and
the participants in order for the latter to be able to
disclose their pure experience with the phenomenon
under study. This dynamic seemed to endorse the
participants of the present study to reflect on the way
mental illness and its therapy made them feel, a pro-
cedure which proved to be therapeutic [147]. Never-
theless, the ultimate goal of phenomenological
research is for the participants to be encouraged to
relive their personal experiences in order to acknow-
ledge their inner meanings and reflections [147].
Conclusions
The present study provides an insight into the way people
living with SMI interpret their self and adhere to pharmaco-
therapy in Cyprus. These data may be useful for the forma-
tion of psychotherapeutic interventions aiming to alleviate
suffering following mental disease, enhance positive self
values, as well as improve adherence to therapy, and at the
same time to empower patients’ self -image through the dif-
ferent phases of the illness within the special context of
Cyprus mental health services. Moreover, the present find-
ings provide a deeper understanding of relevant issues
addressed previously in the literature. The present data also
illuminate the importance of empathic understanding for
healthcare professionals with regard to concerns and
particular needs of individuals living with SMI. Above all,
our findings signify the necessity to transform the current
mental healthcare services provided in Cyprus into a more
recovery- oriented approach, embracing personal identity
issues and effective management of pharmacotherapy.
Moreover, future qualitative studies are also proposed to
further explore self-identity issues during ill health, as well
as their association with adherence to therapy.
Limitations
Although demographic and clinical characteristics of the
participants were more or less similar to those of the
majority of the users of the community mental health
service where data collection took place, it should be
noted that approximately half of the users of the service
could not be reached, mostly because they were in
relapse and hence unable to visit the service or enter the
study even if they wished so. Another limitation might
be that the participants were recruited from the same
service, thus one may argue that data collected herein
represent solely the consumers of the community mental
health service of the particular province. However, even
though the participants at the time of data collection
were using the particular community service, they all
had a prior experience of inpatient and outpatient men-
tal health services all over Cyprus due to the severity
and long term course of their illness. Most importantly,
the researchers of the current study, wish to emphasize
that while the participants were fully informed about the
scope and the research questions under study, neverthe-
less they all had already accepted the diagnosis of severe
mental illness for themselves. As a result, the present
findings may not be generalized to any population of in-
dividuals living with SMI who do not accept the label of
such a diagnosis for themselves for any reason, including
perception of personal empowerment, lack of insight,
etc.
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